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 Construction Type:  V(111)

Number of stories: One Story

Building description:  The facility is a one-story 

building of wood frame construction with concrete 

floors, and is separated from the two-story 

building by a 2-hour rated barrier wall.

Sprinkler Status:  The building is fully sprinklered 

and protected by NFPA #13 systems  supplied by 

a 30,000 gallon static water tank and a diesel fire 

pump.

An unannounced LSC second revisit to the 

standard survey conducted on 12/16/16 was 

conducted on 03/03/17 in accordance with 42 

Code of Federal Regulation, Part 483: 

Requirements for Long Term Care Facilities.  The 

facility was surveyed for compliance using the 

LSC 2012 Existing regulations.  The facility was in 

compliance with the Requirements for 

Participation Medicare and Medicaid.  

Corrected deficiencies are noted on the 2567B 

form.

 

 Construction Type:  II(111)

Number of stories: Two Stories

Building description:  The facility is a two-story 

building separated from the one-story main 

building by a 2-hour rated barrier wall.  The first 

floor contains the dining area, kitchen, and 

Physical Therapy Gym.  The basement contains 

the mechanical room and laundry facility.  There 

are no sleeping areas in this building.

 

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that 

other safeguards provide sufficient protection to the patients . (See instructions.)  Except for nursing homes, the findings stated above are disclosable 90 days 

following the date of survey whether or not a plan of correction is provided.  For nursing homes, the above findings and plans of correction are disclosable 14 

days following the date these documents are made available to the facility.  If deficiencies are cited, an approved plan of correction is requisite to continued 

program participation.
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Sprinkler Status:  The building is fully sprinklered 

and protected by NFPA #13 systems  supplied by 

a 30,000 gallon static water tank and a diesel fire 

pump.

An unannounced LSC second revisit to the 

standard survey conducted on 12/16/16 was 

conducted on 03/03/17 in accordance with 42 

Code of Federal Regulation, Part 483: 

Requirements for Long Term Care Facilities.  The 

facility was surveyed for compliance using the 

LSC 2012 Existing regulations.  The facility was in 

compliance with the Requirements for 

Participation Medicare and Medicaid.  

Corrected deficiencies are noted on the 2567B 

form.
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